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Acute Coronary Syndrome with a Rare Congenital Connection Between the
Coronary Vessels and the Pulmonary Vessels
Taichi Okonogi
New Yukuahi Hospital, Japan
[Clinical Information]
Patient initials or identiﬁer number:
54825
Relevant clinical history and physical exam:
The patient’s coronary factors were hypertension, hyperlipidemia, hyperuricemia,
smoking and obesity.
There were no abnormal ﬁndings in the physical examination.
Relevant test results prior to catheterization:
The chest X ray showed cardiomegaly without pulmonary congestion. The electro-
cardiogram showed a sinus rhythm with ST elevation in leads II, III and aVF. The
transthoracic echocardiogram demonstrated an asynergy at posterior and inferior walls
with an ejection fraction of 63%.
Relevant catheterization ﬁndings:
The emergent coronary angiography revealed coronary artery ﬁstulas to the main
pulmonary artery, the distal right coronary artery was occluded by a fresh thrombus,
the severe stenosis were suggested in the proximal left anterior descending artery and
the middle left circumﬂex artery.
[Interventional Management]
Procedural step:
Deep engagement of the guiding catheter enabled us to visualize the distal right
coronary artery clearly and achieve successful deployment of a Promus Element 2.25/
16mm.
Routine angiograms did not provide clear visualization of the correct location of stenosis
in the proximal left anterior descending artery and the middle left circumﬂex artery.
We performed computed tomographic angiography with 3-dimensional reconstruction
and the pictures show severe stenosis in the proximal left anterior descending artery
and the middle left circumﬂex artery.
After he underwent rehabilitation, the secondary PCI was performed
The PCI was performed via the right radial artery with a 6-F GC(IL4.0: TERUMO).
Firstly, the left circumﬂex artery lesion was treated with drug eluting stent deployment
(Xience Prime 2.5/18mm).
Then a guide wire was advanced into the left anterior descending artery. Over this
guide wire, a 4-F catheter “Cokkate (ASAHI INTECC)” was advanced within the 6-F
guiding catheter in order to obtain clear visualization of the entire left anterior
decending artery. Unfortunately the no ﬂow phenomenon occurred at the stent distal
site, the IVUS showed the spiral dissection and huge hematoma from the middle left
anterior decending artery to the distal. It required additional deployment of the drug
eluting stent in the middle left anterior decending artery.
Case Summary:
Coronary artery ﬁstulas are rare congenital anomalies which can cause acute coronary
syndrome.
Computed tomographic angiography with 3-dimensional reconstruction was useful to
obtain the entire conﬁguration of coronary artery ﬁstulas.
The mother-child GC system was effective at providing clear visualization of the distal
part of the native coronary artery with the coronary artery ﬁstulas. A safer intervention
was assured by the clear visualization even after the occurrence of spiral dissection.S72 JACC Vol 63/12/Suppl S j April 22–25, 2014 jTCTAP C-014
Coronary Perforation in Primary PCI
Sivakumar Ramachandran, Ajit Mullasari, Balaji Pakshirajan
Madras Medical Mission, India
[Clinical Information]
Patient initials or identiﬁer number:
Mrs. B.A.
Relevant clinical history and physical exam:
76 years old female
Euglycemic & normotensive
Presented with chest pain for 2 hours and 45 minutes
On Examination
Patient conscious, oriented
No pallor
Not dyspnoeic, no pedal edema
HR: 50/min
BP: 120/70mmHg
SPO2: 100%
CVS: S1S2(+), no murmur
RS: NVBS(+), no added sound
Other Systems: NAD
Relevant test results prior to catheterization:
ECG: Acute AWMI
ECHO: Regional Wall Motion Abnormality present in basal and mid septum, anterior
wall and apex, moderate LV dysfunction
Relevant catheterization ﬁndings:
Coronary Angiogram:
LCA Angio: LMCA is normal.
LAD has proximal total occlusion
LCX is dominant vessel. LCX and branches are free of ﬂow limiting disease.
RCA is dominant and has 70% stenosis in the mid segment.
[Interventional Management]
Procedural step:
Procedure done under local anaesthesia through right femoral approach.
LCA was engaged and lesion in the proximal lad was crossed.
Thrombosuction was done using 7f thrombustor.
Direct stent deployment was done from proximal to mid lad using a 3.0 x 38 mm
endeavor resolute at 10 atm for 8 sec.
Check angiogram showed residual disease distal to stent which was covered using
2.75 x 18 mm endeavor resolute at 10 atm for 8 sec,
Proximal stent saba done using 3.0 x 9 mm nc balloon upto 20 atm for 10 atm.
Followed by distal stent using 2.75 x 8 mm nc balloon upto 20 atm for 10 sec.
Check angiogram showed perforation of vessel at the mid part of distal stent.
Stent balloon was used to occlude the perforated site with prolonged low pressure
dilatation.
Patient was hemodynamically stable and screening echo showed minimal pericardial
collection.
GP IIB IIIA inhibitors were not given.
Final angiogram showed no residual stenosis with good antegrade ﬂow.
The procedure was uneventful. Patient shifted with stable hemodynamics.
Case Summary:
Coronary perforation during Primary PCI is an unanticipated complication.
Prompt recognition and management is mandatory to prevent mortality.
Low pressure balloon occlusion is easily available and the simplest way to seal the
perforation.TCTAP Abstracts/CASE/Acute Coronary Syndrome: STEMI, NSTE-ACS
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An Occlusive Coronary Hematoma 5 Days After Balloon Angioplasty
Yukiyo Sakata, Kenji Sadamatsu
Saga Prefecture Medical Center Kosekan, Japan
[Clinical Information]
Patient initials or identiﬁer number:
K.S.
Relevant clinical history and physical exam:
A 63 year-old man with worsening angina pectoris was transferred to our hospital
because of severe chest pain unrelieved by nitroglycerin. His coronary risk factors
were hypertension, smoking, and family history.JACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASRelevant test results prior to catheterization:
His electrocardiogram and echocardiogram were normal, and cardiac enzymes were
not elevated.
Relevant catheterization ﬁndings:
Emergency coronary angiograms revealed severely stenotic lesions in proximal and
mid portions of the right coronary artery.
[Interventional Management]
Procedural step:
A 6Fr JR4 guiding catheter was engaged at the ostium of the right coronary artery and
a ﬂoppy guide wire was inserted. We dilated both the lesions with a 3.0x10mm
scoring balloon (Scoreﬂex), and deployed a 3.5x19mm bare metal stent (Coroﬂex) in
the proximal lesion.
Case Summary:
Relevant clinical history and physical exam
A 63 year-old man with worsening angina pectoris was transferred to our hospital
because of severe chest pain unrelieved by nitroglycerin. His coronary risk factors
were hypertension, smoking, and family history.
Relevant test result prior to catheterization
His electrocardiogram and echocardiogram were normal, and cardiac enzymes were
not elevated.
First catheterization ﬁndings and treatment
Emergency coronary angiograms revealed severely stenotic lesions in proximal andmid
portions of the right coronary artery. A 6Fr JR4 guiding catheter was engaged at the
ostium of the right coronary artery and a ﬂoppy guide wire was inserted.We dilated both
the lesions with a 3.0x10mm scoring balloon (Scoreﬂex), and deployed a 3.5x19mm
bare metal stent (Coroﬂex) in the proximal lesion. Intravascular ultrasound ﬁndings
showed a good result in the proximal lesion and only aminor dissection in themid lesion.
Second catheterization ﬁndings and treatment
He had severe chest pain again 5 days after the treatment, and the electrocardiogram
demonstrated ST-segment elevation in the inferior leads. Emergency coronary angi-
ography revealed a sub-total occlusion in the mid portion of the right coronary artery,
where the minor dissection had located in. Intravascular ultrasound ﬁndings demon-
strated a occlusive hematoma, and then we covered the hematoma with a 3.4x19mm
bare metal stent (Coroﬂex). The ﬁnal angiogram showed a good result.
TCTAP C-016
Hanging Left Main Stent in Aorta in a Case of Acute STEMI with Shock with
Left Main Thrombus
Anurag Sharma
Max Hospitals, Mohali, India
[Clinical Information]
Patient initials or identiﬁer number:
Laxman singh
Relevant clinical history and physical exam:
83 Y
[Interventional Management]
Procedural step:
PCI Details:
Right femoral approach
IABP from left femoral approach
Judkins Left 3.5 guiding catheter
Rinato coronary wire
Thrombuster thrombus aspiration device 6F
3.0 X 28 XIENCE V stent
Overlapped by 2.74 X 26 supraﬂex stent
Instent dilatation with 3.5 X 8 MM balloon at 20 ATM.
Case Summary:
83 years old gentleman, presented to our emergency room with sweating, chest pain
and giddiness while going for the evening walk.
He is non smoker, non hypertensive and non diabetic.
His BP WAS 80 mm Systolic,
Chest examination showed bilateral crepitations and room air saturation was 92%.
ECG showed ST elevation in anterior leads including I, AVL, AVR and ST depression
in II, III and AVF.
2d Echo doppler showed severe LV systolic dysfunction and severe MR.
He was taken up for immediate PCI.
IABP was inserted and pt put on the high ﬂow oxygen and PCI was done to left main
and LAD.
Patient recovered well and then discharged on day 4.
TCTAP C-017
Successful Treatment of Prolonged Out-of-hospital Cardiac Arrest with
Automatic Mechanical Chest Compression Device and Intra-arrest Primary
Percutaneous Coronary Intervention
Cyril Stechovsky, Petr Hajek, Josef Veselka
Motol University Hospital, Czech Republic
[Clinical Information]
Patient initials or identiﬁer number:
P.G., J.S.
[Interventional Management]E/Acute Coronary Syndrome: STEMI, NSTE-ACS S73
